Introduction
and without ST segment elevation) and Unstable Angina (UA) (4) . In 2009, 76,481 deaths associated with ACS were registered, considering only deaths by UA and AMI, which corresponds to 7% of all death and represents 24% of deaths due to diseases of the circulatory apparatus (5) .
Since 1950, hospital mortality due to AMI has dropped, but DATASUS data still show a rate of 15%, considered high in comparison with the rate of 3.6% registered in North-American states in 2000 (6) . Downward mortality rates in recent years are linked with the introduction of new therapeutic modalities Cardiovascular illnesses (CI) are the main morbidity and mortality causes around the world, with increasing projections for the next decades. They were responsible for almost 30% of all deaths in 2004, reaching almost 32% of deaths among women and 27 % among men (1) . In Brazil, records indicate concerns with the manifestation of CI at younger ages and alert to the accelerated growth of this pathology in the coming years due to population aging (2) (3) . CI include ischemic diseases, particularly Acute Coronary Syndrome (ACS), which comprises Acute Myocardial Infarction (AMI -with and who participated in an earlier study at the same institution (7) . The data presented in this research were Table 3 ). The time between the hospitalization and the accomplishment of the myocardial revascularization procedure was also compared between the groups. More time passed to accomplish the CABG than the CA, but the difference between these ACS modalities was not statistically significant ( Table 2) . 
Discussion
The aim in this study was to assess the clinical evolution of 234 hospitalized patients due to the The participants' characteristics regarding the predominance of male and elderly patients is similar to other studies of cardiac patients (8) (9) (10) . These variables are strongly associated with coronary patients' clinical evolution and mortality due to ACS.
When considering the clinical manifestation of the CSA, the most common diagnosis was AMI (59.8%). This proposal reflects the ACS pattern found in other studies (10) (11) , but differs from other populations that presented UA as the most frequent cause of hospitalizations (12) (13) (14) . As the institution is a tertiary service, this may have influenced the result, due to the preliminary selection deriving from the medical regulation process in the local network.
The patient's mean hospitalization time was 12.5 days for the group with UA and 10 days for the group with AMI. These means were higher than in other international studies, considering cases of UA (mean 8.3 days), but similar to patients with AMI (mean 9.7 days) (12) . The obtained result was also higher than in Brazilian studies (14) (15) (16) . In this context, other studies are due to evaluate whether the long stay at the study institution is due to the attended patients' clinical evolution, the therapeutic conduct or organizational and structural problems, such as examination scheduling, human and material resources, which are contributing to the patients' longer hospital stay. Intuitively, we may suggest that the longer time can partially derive from the presence of medical regulation in the forwarding system as, according to the existent patient ranking, cases of patients with more severe clinical manifestations tend to be forwarded to the study institution. One aspect that underlines this hypothesis is the large number of cardiac arrests in our sample.
Complications mainly affected infarction victims, with cardiac arrest and cardiac arrhythmias as the most frequent ones (fibrillation and atrial flutter). In other studies, the results showed that 67.1% of participants presented complications, 14.8% of which were related to the cardiac rhythm (10) , while the occurrence of fibrillation or atrial flutter corresponded to 8% among infarction victims and 5% among UA patients (8) .
Concerning the revascularization procedures, other researchers (12) obtained similar proportions of patients submitted to thrombolysis. Results from a Brazilian study showed that chemical revascularization is used more frequently (3.8 times more) in public than in private hospitals, which prioritized the use of primary CA in cases of AMI with ST segment leveling (10) . low-cost therapeutic resource of easy access effectively reduces AMI-related mortality (10) , notably when CA is not available.
In this study, 57.3% of the 234 participants were submitted to CA and only 10.7% to CABG. CA levels were higher among AMI than UA patients (p=0.02),
while CABG was more frequent among UA than among infarction victims (p=0.03).
As observed in other studies, frequently, infarction patients are more submitted to revascularization procedures (CA or CABG) than UA patients (11, 14, 17) . The international studies GRACE (11) and ENACT (12) identified higher levels of CA at teaching hospitals, which is the case of the present study hospital. A Brazilian study, on the other hand, discovered that revascularization procedures are more frequent at private than at public hospitals, in all ACS diagnostic classes. The results surprisingly appointed that, although private hospitals performed almost all CA and CABG, no significant difference in mortality rates was found between the hospitals, arousing reflections on the use of invasive procedures in ACS (10) .
Concerning the survival of patients hospitalized due
to the first clinical manifestation of ACS, the hospital mortality rate was equivalent to the rates in European countries like the United Kingdom and Belgium (8) . Data from the GRACE (11) study appoint rates between 7%
and 6% for AMI and 3% for UA. In the same study, the Argentina/Brazil region showed hospital mortality rates of 12% for AMI and 4% for UA, much higher than the rates in the other study regions. As for Brazilian data, mortality rates were similar to cardiologic referral centers (14, 17) and lower than in general hospitals (10, 18) .
These findings suggest that ACS treatment at the study hospital has been accomplished efficiently, with mortality rates similar to reference records. Hospital mortality after CABG, on the other hand, was 20% higher than in other institutions (13, 16, (19) (20) . A Brazilian nationwide study identified a rate of 7.2% (21) . In Rio de Janeiro, adjusted mortality levels at the research hospitals ranged between 1.9% and 11.2% (19) . In another study, 30-day mortality among patients submitted to CABG equaled 6.4% (16) . Researchers observed that, while general hospital mortality rates corresponded to 10.9% after the CABG, 13.7% was found at a state-owned teaching hospital and 14.3% at a federal teaching hospital. At two specialized hospitals in cardiology care, rates were almost 50% lower (7% and 7.4%) (13) . Further research is needed to verify this inequality.
Finally, the use of secondary data (medical records) and the lack of patients' risk stratification in the determination of the mortality rate are highlighted as study limitations. Health professionals' heterogeneous records in patients' medical records hampered data collection and even made it impossible to collect other data, which would be important in any studies that intend to evaluate these patients' clinical evolution.
Conclusion
When comparing the clinical evolution of the 234 patients hospitalized due to the first episode of ACS according to the clinical manifestation of the disease (UA or AMI), we found more frequent complications among AMI patients. The accomplishment of coronary artery bypass graft procedures differed between both groups.
CA was more frequent among AMI patients and CABG among UA patients. The observed mortality level was lower than in other studies.
The present research results are important for health professionals in general, and particularly for those active in care delivery to ACS patients. They enhance knowledge on the profile of this patient group attended due to the first episode of ACS at a tertiary general hospital, as well as about the clinical evolution between hospitalization and discharge.
